November 21: Vomited twice in the night, "feels dazed." Temperature 98'2°F. Pulse 70. Nystagmus to left.
(1) The diagnosis of cerebral abscess was made on the temporal headache, vomiting, leucocytosis, and early optic neuritis. There were no localizing paralyses, the pulse was not slowed until the day the abscess was opened.
(2) Treatment of the abscess cavity by zinc ionization appeared to cut short the suppurating process. The wound was clean on December 16, less than four weeks after the opening of the abscess, although no antiseptics were used in the dressings.
Dr. FRIEL, referring to the supposed danger in treatment where electricity was used for ionization, said that if the patient was ionized in a theatre with a concrete or similar composition floor, and the source of the current was the electric light mains, it was important to insulate the table on which the patient lay, if it were of metal, by placing rubber or linoleum under the feet' It would then be impossible to introduce into the patient more current than was indicated by the milliamperemeter. A left radical mastoid operation had been performed 2i years before (April 1, 1921), at another London hospital, for otorrhoea of ten years' duration, pain for one week and incomplete left peripheral facial paralysis; no nystagmus, but Davis: Chronic Absce8s of the Pons considerable deafness. A sclerosed dense mastoid with small crack-like antrum, with granulation tissue over the facial and external semicircular canals. No exposure of the lateral sinus, and patient made an uninterrupted recovery with no temperature, and left the hospital after 14 days.
When admitted on September 6, 1923, patient complained of attacks of headache every two or three months of one to fourteen days' duration following his mastoid operation. During the headache, which he localized to the left parietal eminence, he occasionally vomited with no apparent reason or warning, and five weeks previous to admission he often saw double on looking to the left. In addition, he complained of giddiness and loss of memory.
On examination by Dr. Adie, pulse was 76 to 84; temperature, 980 F.; pupils and optic discs normal; marked rotatory nystagmus on looking to the left; this has the character of labyrinthine nystagmius. Numbness on left side of face and tongue of eighteen months' duration; weakness of left side of face, particularly of the orbicularis oris ; reflexes increased on left side; X-ray of skull and Wassermann negative; blood count 10,300 leucocytes per c.mm. Cerebrospinal fluid: cells, 390 per c.mm; lymphocytes, 84'5 per cent.; polymorphonuclears, 15-5 per cent.; excess of globulin; albumin, 2 per oent.; no tubercle bacilli or other organisms; culture sterile; mastoid satisfactory, no bone disease or suppuration; slight tubal discharge. Monochord, tuning-fork and voice can be heard by left ear. Indefinite labyrinthine reaction to irrigation. No fistula phenomenon.
Diagnosis.-Circumscribed labyrinthitis, and patient was discharged, improved by rest, at the end of fourteen days. He was readmitted a fortnight later with temperature 101°F., increased headache and slightly drowsy. No labyrinthine reaction to irrigation, but hearing as above.
October 18, 1923.-Mastoid opened up. Middle ear contained debris, and middle fossa dura had been exposed in the roof of the antrum. Small area of granulation tissue over the facial canal. Examination with a magnifying-glass showed no fistula of the external semicircular canal or of the promontory.
Very dense, hard bone; and access to the cerebellum in front of lateral sinus was difficult.
The posterior fossa was trephined behind the lateral sinus and the cerebellum thoroughly explored with forceps and finger with a negative result. Wound closed without drainage, and healed by first intention and recovery was uneventful. Left half of pons was prominent and on section found to contain an encapsuled abscess, i by i in., on a level with the middle cerebellar peduncle. The seventh and eighth cranial nerves were cedematous, fused together, and the internal auditory meatus contained pale granulation tissue. A dissection of the vestibule and semicircular canals showed them to be absolutely normal and there was no fistula of the labyrinth. The facial canal contained granulation tissue.
The interesting points of this case are:
(1) The unusual position of the abscess and the difficulty of diagnosis.
(2) The probable path of infection along the facial nerve.
(3) The slight amount of damage done by a very thorough exploration of the cerebellum.
(4) The avoidance of drainage following a negative exploration operation.
DISCUSSION.
Dr. ALBERT A. GRAY asked whether hiccough was a symptom in this case. Many years ago he had had a case of a destructive lesion in the same region, and there was very severe and persistent hiccough lasting six weeks.
Sir WILLIAM MILLIGAN said he had never seen an abscess in the pons after middleear disease; he had wondered whether in this case there was a tuberculous deposit in the pons, which had broken down, so forming an abscess.
Mr. SYDNEY SCOTT (President) said Mr. Davis's case was particularly interesting because it was unusual to meet with abscess in, or in close proximity to the pons, even secondary to internal ear suppuration. He had seen a patient of the late Dr. Frederick Batten who had a mass of tubercle in the pons, and he asked Mr. Davis whether there was likely to be tubercle in his case, as Sir William Milligan had suggested was possible.
Mr. E. D. D. DAVIS (in reply) said that there was no hiccough in this case. It was just like other otogenic brain abscesses. In this patient there was no tubercle elsewhere. Tubercular abscess in the pons was always secondary to tubercle elsewhere. The organism was a pneumococcus, and there was no evidence of tuberculosis on section of the capsule of the abscess.
Case in which the Chorda Tympani (?) is Easily Visible. By W. M. MOLLISON, M.Ch. MARY K., aged 34, attended Guy's on account of wax in the left ear. On examination of the right ear a strand is seen running from the posterior margin of the membrane towards the short process of the malleus, probably the chorda tympani.
DISCUSSION.
Mr. SYDNEY SCOTT (President) said he had not seen a similar case. The only means that occurred to him of settling the matter was by section.
Dr. H. SMURTHWAITE said that this patient had evidently had suppurative otitis media. There was a large calcareous deposit in the lower portion of the drum extending from side to side. He doubted whether what one saw as a grey streak just below Shrapnell's membrane was the chorda tympani.
Sir WILLIAM MILLIGAN said he did not think there was a calcareous deposit in this case, but there was evidence of old catarrh on both sides. Mr. Cheatle had shown a similar case before the Section some years ago.
